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The Southwestern Medical Association 


By A.vin R. Ciauser, M. D., Albuquerque 


I have been asked many times, as I am sure 
you have, “What is the Southwestern Medical 
Association?” Of course we all know that it is, 
as the name implies, an association of physicians 

from the southwestern 
area of the United 
States, namely Arizona, 
New Mexico, West 
Texas, and Northern 
Mexico. I am confi- 
dent that, forty “years 
ago when it was first 
considered, the founders 
felt there was a need 
for such an organiza- 


Dr. Clauser tion, 


I can well imagine that a few physicians from 
over the area decided they had many things 
in common and ‘that being acquainted with each 
other might help solve their problems and foster 
better medicine in this particular area. 


Many Changes 
During the past forty years many things have 
changed. Phoenix and Albuquerque were widely 
separated cities, the area between them quite 
desolate. Not only that, the large medical centers 
were too far away for all but a few to visit. I am 


sure that it was because of such conditions that 
the Southwestern Medical Association was found- 
ed, 

Medical Centers 


If the practicing physicians in this area were 
too far from the medical centers, why not bring 
a part of these medical centers to this area—have 
an annual meeting where the “Professors” could 
come here; where all the physicians in this area 
could congregate once a year for professional en- 
lightenment and renew old acquaintances? This 
is the reason for the Southwestern Medical As- 
sociation. 

Of course today no city in this area is far from 
any other city. Whether one travels by private 
car, bus, train or plane, the large medical centers 
are only a few hours away. However, the only 
way for the physicians in this area to know each 
other better is still to renew acquaintances at our 
annual meeting. 

Our various state societies have their functions 
as do all the specialty boards. The Southwestern 
Medical Association does not in any way pretend 
to take the place of these organizations and like- 
wise these organizations cannot take the place 
of the Southwestern Medical Association. They 
are all a very important part of our medical life 
today. None should be neglected for the other. 
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W. Compere Basom, M.D., El Paso, Orthopaedic Editor 


ORTHOPAEDIC SURGERY NOTES 





Nomina Anatomica* 


International terminology is highly beneficiai 
in the advancement and spread of knowledge 
through the world. 


Therefore, this orthopaedic editor feels that a 
discussion of the latest anatomical terminology is 
highly important. In this age of awakening of in- 
ternational interest on the part of not only those 
of us of the United States but of peoples of the 
world, it is probably a very appropriate subject 
which deals with the creation of a fundamental 
terminology which all can utilize. 


The latest anatomical terminology is based on 
Latin; and, as the International Anatomical 
Nomenclature Committee (I.A.N.C.) explained, 
Latin is still the most useful international lan- 
guage for scientific purposes. In general, however, 
the Committee chose the terms which are most 


generally translatable into modern languages, 


This nomenclature is based more or less on the 
B.N.A. (Basle Nomina Anatomica of 1895). 


Scientists Cooperate 


It is interesting to note that leading scientists in 
anatomy cooperated in this endeavor. This in- 
cluded scientists not only from our country but 
North, Central and South 
America, and the European countries. There were 


representatives of 


also discussions with representatives of India and 
Japan. 


As to the field of embryology and histology this 
is not covered, but in the field of anatomy the 
terminology is well established and very well cov- 
ered. Also there has been no real increase in the 
total of new terms. Actually it seems that the 
terms have been simplified and standardized. 


While the terms can be freely translated into 





*Presented at the Orthopaedic Conference, Hotel Dieu 


Sisters’ Hospital, January 19, 1959. 
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the vernacular for each country for teaching pur- 
poses, it is strongly urged by the committee that, 
in scientific publications, in anatomical and other 
medical journals, in abstracts and in excerpta, the 
official Latin terms should always be employed, 
more especially in the titles of such publications. 


Better Understanding 


In this way perhaps we can understand one an- 
other over the world much better. 


The editor received a complimentary copy of 
“Nomina Anatomica” and is indebted to the Wil- 
liams and Wilkins Company of Baltimore, Mary- 
land, who published and distributed the revised 
“Nomina Anatomica” by the International Anato- 
mical Nomenclature Committee 1956. 


The erect attitude has been retained and all 
references to the human body are made in refer- 
ence to the human body in this erect attitude. 
However, such terms as “ventralis”, “dorsalis”, 
“cranialis” and “caudalis” are authorized but only 
in exceptional cases and only where the B.N.A. 
terms of reference might give rise to doubt or 
ambiguity. In other words, these terms should be 
restricted more or less to the trunk. 


Not Classical Latin 


Although the term “‘articulatio” has never been 
used in classical Latin, it nevertheless has been 
adopted in preference to the Latin term “articu- 


99 66s 


lus”. In other words, the terms “medialis,” “inter- 
lateralis,” are accepted terms, “Verti- 
“horizontalis,” “medianis,” “sagittalis,” 
99 66s 


transversalis,” “internus,” “externus” 
and “sinister” 


99 «66 


medius, 
calis,” 

“frontalis,” “ 
are all well known terms. “Dexter’ 


are somewhat different. 


“Longitudinalis”, “transversus”, “superior”, 


“inferior”, “superficialis”, “‘profundus” remain al- 
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most unchanged. “Proximalis”, “distalis”, “rad- 
ialis”, “ulnaris”, “tibialis”, “fibularis”, “palmaris”’, 
“plantaris” are terms of reference in the extremi- 
ties . “Palmaris” is to be preferred to volar. “Plan- 
taris” is used in reference to the foot. Ulnar and 
radial deviation, tibial and fibular sides are so 
designated. The upper extremity or “membrum 
superius” has the axilla with the “plica axillaris 
anterior” and the “plica axillaris posterior.” 


Acromion and Brachium 


There is the “acromion”, the “brachium” with 
it “facies anterior, facies posterior, facies later- 
alis, facies “medialis”, with the “sulcus bicipitalis 
lateralis” and the “sulcus bicipitalis medialis”. 
There is the “cubitus”, the “antebrachium” with 
its “margo lateralis”, or “radialis” and the “margo 
medialis” or “ulnaris”. The “carpus” and “meta- 
carpus” extend to the “manus” which has the 
“dorsum” and the “palma manus”. 


There are the “thenar” and “hypothenar emi- 
nences” and the “digiti manus”, containing the 
“pollex” or “digitus one”, the “index”, “digitus 
two”, “digitus medius” or “digitus three”, the 
“digitus anularis” or “digitus four”, “digitus mini- 
mus” or “digitus five.” Each of these have the 
“dorsales, palmares”, as well as the “facies later- 
and these can be also “radi- 


ales” and “mediales 
ales” or “ulnares.” , 


The inferior extremity of “membrum inferius” 
finds the knee referred to as “genu” with the 
“poples” and the “patella”. The “crus” or the leg 
having the “malleolus lateralis” and the “malleo- 
lus medialis”. The “pes” or foot with the “tarsus, 
metatarsus, dorsum pedis, planta and calx” with 
the “digiti pedis” containing the “hallux” or “digi- 
tus one”, “digiti two to four” and “digitus mini- 
mus” or “digitus five.” 


Columna Vertebrales 


The “columna vertebralis” contains the ‘“‘verte- 
brae cervicales”, the “vertebrae thoracicae”, “ver- 
terbrae lumbales” and “vertabrae sacrales” and 
“vertebrae coccygeae”. There are the “processus 
spinosus” and also the “processus transversus”. 
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The first cervical vertebra is referred to as “at- 
las”, the second one as “axis” containing the 
“dens.” The “os ilium” still has the “spina iliaca 
anterior superior” and “inferior” and also “pos- 
terior” as previously determined. The foot still 
contains the “talus”, the “calcaneus”, and the “os 
naviculare” and the others as more or less we 
know them. 


However, the wrist or “ossa carpi” contains the 
“os scaphoideum” (this may annoy the profes- 
sors of medical school of the 1930s who insisted 
this was the navicular bone; they also taught us 
that it was called the scaphoid too). The “luna- 
tum”, “triquetrum”, “pisiforme” are still the same 
however, the “os trapezium”, “os trapezoideum” 
are referred to the multangulum majus and minus, 
“Os capitatum”, “os hamatum” are still surviving. 


Still Recognizable 


The terminology of joints or “articulatio” and 
muscles or myology are still recognizable but are 
present in a more formal Latin terminology on 
the whole. 


The arteries and veins are still recognizable. 
Terminology for the nerve system or “systema ner- 
vosum” seems to have merely formal dress on old 
friends. 


In the original form the B.N.A, list of terms 
amounted to approximately 5,600. 


The new list numbers 5,640 and this includes 
200 new terms, most of which have to do with the 
nervous system or “systema nervosum centrale” 
and bronchopulmonary segments with “bronchia” 
and blood vessels involved. 


A careful study of this booklet “Nomina Ana- 
tomica” which is published and distributed by the 
Williams & Wilkins Company of Mount Royal 
and Guilford Avenues, Baltimore 2, Maryland, 
will help us not only to convey information to 
each other more accurately and more definitely 
but also aid us in our work with our residents and 
interns from foreign countries. It should be of 
immense value to those who have contact with 
doctors in foreign countries. 
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CURRENT THERAPY 





Hypotensive Drugs 


(Continued ) 
By Lester C. Feener, M.D., F.A.C.P.,* El Paso 


The selection of a drug or combination of drugs 
for the treatment of hypertension, depends on the 
physician’s choice. This choice depends on his ex- 
perience, It will become evident that cases may 
be treated essentially as well as with one drug 
For 
example, it is of no importance to the patient 
whether he is treated with rauwolfia and chloro- 


or combination of drugs, as with another. 


thiazide, or veratrum and hydralazine, so long as 
he feels well and his blood pressure is reduced. 


Whether or not the term “basal hypotensives” 
should be used may be questionable. But for 
purposes of discussion the term retains adequacy. 
We have three basal hypotensives, veratrum, rau- 
wolfia, and it is now becoming very evident that 
chlorothiazide must not only join these two drugs, 
but perhaps supplant them. 


Veratrum 


Veratrum is the most ancient of all hypotensive 
drugs. This drug has been used for many years 
for the reduction of hypertension especially in 
the eclamptic, and the same problem, a medic side- 
effect, existed twenty years, as it exists today in 
the use of the drug. 
drug so far as its hypotensive effect is concerned 
if one can use enough of the drug without pro- 
ducing nausea and vomiting. 


Veratrum is an excellent 


Very recently the use of veratrum and chloro- 
thiazide in combination has been exploited, and 
this well may help to answer the problem of the 
adverse side-effects. Attempts of the use of var- 
ious alkaloids of veratrum have not been too ex- 
citing. In general, one may say as you reduce the 
emetic factor of the drug, you also reduce its 
ability to reduce blood pressure, and so defeat the 
very purpose you are trying to attain. 


We have several preparations of veratrum. The 
individual preparation used in the therapy de- 
pends on the physician’s experience. The individ- 


*Dr. Feener this month is substituting for Dr. Jack A. 


Bernard, regular conductor of this section. 
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ual preparations most commonly used are: Veri- 
loid, 2 mg., Vergitryl, 1 unit; Provell, 0.25 mg.; 
Veralba, 0.25 mg.; Protalba, O.1 mg. In general 
these are used three or four hours apart, and you 
should be careful of the time of food intake. 


It has been said that the preparations should 
be given at eight in the morning, two in the after- 
noon, and before bedtime. The meals should be 
Breakfast before 8:00 a. m.: 
lunch between twelve and two in the afternoon; 
and dinner after six in the evening. In this man- 
ner it might be possible to avoid at least some of 
the emetic effects. In titrating the drug, it would 
be well to titrate a half a tablet of any of the 


eaten as follows: 


preparations three times a day. 


As before mentioned chlorothiazide may well 
potentiate the hypotensive effect of veratrum. It 
is doubtful to me however, that rauwolfia and 
veratum in combination are any more effective 
than either drug alone in-so-far as their hypoten- 
sive actions are concerned. 


Rauwolfia 


the 
rauwolfia was probably the most widely used basal 
hypotensive, and it could be, and was, more widely 
used than any other hypotensive drug. It was used 
practically always in combination; and, while this 


Prior to introduction of chlorothiazide, 


drug is considered by many relatively innocuous, 
it does have side-effects; nasal stuffiness, increased 
appetite, slight diarrhea, lethargy, loss of ambition 
and drive, occasionally decrease in sexual potency. 


There are, however, two other side-effects which 
I believe should be discussed at length. The first 
and most serious is depression. This, each physi- 
cian must watch for. It is imperative that he see 
his patient who is on rauwolfia at regular inter- 
vals, and that he must decide for himself whether 
or not the depressive reaction is becoming mani- 
fest. Most peculiarly, this is seen in the patient 
who is highly intelligent and in the patient in the 
upper income brackets. 
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For example, I have seen patients whom I have 
known for many years sit in my office and cry 
and express themselves by saying, “Doctor, I’m 
crying, but I don’t know why.” This particular pa- 
tient can tell herself when the drug begins to pro- 
duce depression. The elderly schlerotic patient 
over 70 is particularly prone to depression, and if 
you use this drug in these elderly patients, you 
must watch them, and question them to be sure 
that you are not doing more harm than good. 


The other side-effect which I wish to discuss is 
the phenomena of marked hypotension in patients 
undergoing anesthesia. Those of us who have had 
the unfortunate experience of seeing a patient who 
has had rauwolfia require an anesthetic for a rela- 
tively simple surgical procedure, and then go into 
profound shock have been seriously concerned over 
this side-effect. 


It has been disputed by some that this effect 
really exists. However, from personal experience I 
have seen two cases in which this phenomena oc- 
curred, and very careful study revealed no other 
cause. The severe hypotension was treated simi- 
lary to adrenal insufficiency, and both cases re- 
covered adequately without apparent permanent 
damage. 

The commonly used preparations of rauwolfia 
are as follows: Raudixin, 50 mg., Rauwiloid, 2 
mg., and pure reserpine, Serpasil, O.1 mg. These 
doses are gradually increased to 100 mg., 4 mg., 
or .25 mg. respectively four times a day. Then 
after a period of one to four months, these should 
be slowly reduced to the minimum effective hypo- 
tensive dose. This dose reduction is important, and 
if carried out will undoubtedly reduce the depres- 
sive side-effects of rauwolfia to at least a moder- 


ate extent. 








AT DEMING MEET—Attending the meeting of the Southwestern New Mexico Medi- 
cal Society Jan. 14 in Deming, N. M., were (left to right) Dr. Andrew M. Babey, Las Cruces, 
retiring President of the Society and Editor of Aphorisms and Memorabilia, in SOUTH- 
WESTERN MEDICINE; Mrs. Earl B. Flanagan, Carlsbad, President of the New Mexico 
Medical Society Auxiliary; Dr. W. A. Jones, .El Paso; Dr. James C. Sedgwick, Las Cruces, 
President of the New Mexico Medical Society; Mrs. Martin B. Goodwin, Clovis, President- 
Elect of the New Mexico Auxiliary; Dr. Arthur J. Fischer, Las Cruces; and Dr. E. S. Cros- 
sett, El Paso. Drs. Jones, Fischer and Crossett participated in a panel discussion. 
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MEETINGS 





New Mexico Medical Society 
To Hold Space Medicine Program 


The annual meeting of the New Mexico Medi- 
cal Society in Las Cruces May 5, 6 and 7, will 
be devoted exclusively to space medicine, Dr. 
James C. Sedgwick of Las Cruces, president, has 
announced, 

The first day, May 5, will include a tour and 
demonstration at Holloman Air Force Base, N.M.., 
a few miles from Alamagordo where the Air Force 
Missile Development Center, Air Research and 
Development Command of the U. S, Air Force 
is located. 

Physicians will witness the routine operation of 
missile testing and possibly may see missiles fired. 


Rocket Sled Run 


The program may include a high-speed rocket 
sled run on the new 35,000 foot missile testing 
track. Holloman officials report that the sled runs 
are scheduled almost every day and that, barring 
weather, one would be witnessed by the group of 
physicians. 

Other possibilities include a MACE launching 
or an Aerobee launching, 

The following doctors and scientists are already 
scheduled for the program in discussions on the 
subjects listed after their names, 


Speakers Listed 


Dr. W. Randolph Lovelace, II, Albuquerque, 
head of Lovelace Foundation and Chairman, Na- 
tional and Space Administration 
Special Advisory Committee on Life Sciences, 
“Crew Selection for Space Flight”; Colonel John 
Pickering, Randolph Air Force Base, San Antonio, 
Chief of Research, School of Aviation Medicine, 
“Radiation Problems in Space Medicine”; Colonel 
(Dr.) John Paul Stapp, Chief Aeromedical Lab- 
oratory at Wright Air Development Center, Day- 
ton, Ohio, “Accelerations in Space Flight”; Major 
(Dr.) Stanley White, Washington, D. C., Air 
Force Liaison Officer in Human Factors to the 
National Aeronautics and Space Administration, 
“Cabin Ecology for Space Flight”; and Captain 
(Dr.) George Ruff, Chief, Biophysics Branch, 
Aeromedical Laboratory at Wright Air Develop- 
ment Center, Dayton, Ohio, “Psychophysiology of 
Space Flight.” 


Aeronautics 


Also present will be Dr. F. J. L. Blasingame, 
executive vice president of the American Medi- 
cal Association, 

Sessions on May 6 and 7 will be held in Mil- 
ton Hall at New Mexico State University. 





Nuclear Medicine 
Meeting in Chicago 


The sixth annual meeting of The Society of 
Nuclear Medicine will be held at the Palmer 
House, Chicago, June 18-20, 1959. 

Reservation forms for the Palmer House and 
a list of hotels and motels in the immediate vicin- 
ity will be mailed to the membership in approxi- 


mately one month. 
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Twelve Speakers Named tor 
Texas Orthopaedic Meeting 


Dr. Edward L. Compere of Chicago and Dr. 
Lenox D. Baker of Duke University at Durham, 
N. C., will be the two out-of-state speakers on a 
list of 12 physicians who will address the annual 
meeting of the Texas Orthopaedic Association in 
San Antonio, Monday, April 20, 1959. 

Dr. Compere will present a paper entitled, 
“Diagnosis and Treatment of Whiplash Injuries 
of the Neck”. Dr. Baker’s subject has not yet been 
announced. 

The meeting will be held in the Hilton Hotel, 
in connection with the annual meeting of the 
Texas Medical Association. Dr. John J. Hinchey 
of San Antonio, former President of the Associa- 
tion, is in charge of plans for the meeting. 


Other Speakers 


Other speakers will be Dr, E. Burke Evans, 
Galveston; Dr. Herbert Hipps, Waco, Texas; Dr. 
Paul Harrington, Houston; Dr. Louis J. Levy, 
Fort Worth; Lt. Col. J. J. Brennan, William Beau- 
mont Army Hospital, El Paso; Dr. J. H. Cherry, 
Galveston; Dr, C. F. Gregory, Dallas; Col. E. W. 
Brannon, Lackland Air Force Base Hospital, San 
Antonio; Dr. H, H. Brindley and Dr. Warren A. 
Ross, both of Temple, Texas. ° 

Officers of the Association are Dr. Louis J. 
Levy, Fort Worth, President; Dr. R. A. Murray, 
Temple, Vice-President; and Dr, Margaret Wat- 
kins, Dallas, Secretary-Treasurer. 


The complete program is as follows: 
Morning Session 


Fixation of the Fibula in Fractures 
of Both Bones of the Leg 
E, Burke Evans, M.D. 


10:00-10:20 


10:25-10:45 


10:50-11:10 


11:15-11:45 


12:00- 1:45 


2:00- 2:20 


2:20- 2:40 


2:45- 3:05 


3:10- 3:30 


3:35- 4:05 
4:05- 4:25 


4:30- 4:50 


Patella Fractures — Boehler Tech- 
nique — Twenty Years Follow - up 
Herbert Hipps, M.D. 


Bracing the Paralytic Foot 
Paul Harrington, M.D. 


Diagnosis and Treatment of Whip- 
lash Injuries of the Neck 
Edward L. Compere, M.D. 


Luncheon and Business Meeting 
Afternoon Session 


President’s Address 
Treatment of Fractures of the 
Radius and Ulna with Bone 
Grafts 
L. J. Levy, M.D. 


Repair of Avulsion Injury of the 
Posterior Cruciate Ligament 
J. J. Brennan, Lt. Col. M.C. 


De Quervain’s Disease 
J. H. Cherry, M.D. 
Iliopsas Transfer for Hip Abductor 


Weakness 
C. F. Gregory, M.D. 


Subject to be announced 
Lenox D. Baker, M.D. 


Finger Joint Prosthesis 
E. W. Brannon, Col., M.C, 


Fractures About the Elbow in 
Children 
H, H. Brindley, M.D., and 
Warren A. Ross, M.D. 
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M.D., Baylor University. 


‘ Cline, M.D., Stanford University. 


Jr., Prescott, treasurer. 


Arizona Medical Association 
Meeting Speakers Announced 


Preliminary plans for the 68th Annual Meet- 
ing of the Arizona Medical Association in Chand- 
ler, April 30, May 1 and 2, 1959, have been an- 
nounced by Dr. Dermont W. Melick of Phoenix, 
chairman of the Scientific Assembly Committee. 

Papers will be presented by Haddon M. Carryer, 
M.D., Mayo Clinic; John W. Cline, M.D., Stan- 
ford University; Harold Dalton Jenkins, M.D., 
University of Colorado; Marvin E, Johnson, M.D., 
University of Colorado; Henry W. Kessler, M.D., 
Kessler Institute for Rehabilitation; 
Maagaard Nielsen, M.D.; and Thomas L, Royce, 


As a special feature, a medical education work- 
shop will be held on Friday, May 1. Presentations 
on medical education will be given by John Z. 
Bowers, M.D., University of Wisconsin; Fred 
Dow Fagg, Jr., Ph.D., President, Western In- 
terstate Commission for Higher Education; Mr. 
Reuben Gustavson, President, Resources for the 
Future; Walter L, Hard, Ph.D., University of 
South Dakota; Marvin E. Johnson, M.D., Uni- 
versity of Colorado; Vernon W. Lippard, M.D., 
Yale University; Roscoe L. Pullen, M.D., Univer- 
sity of Missouri; Thomas L, Royce, M.D., Baylor 
University; and Thomas B, Turner, M.D., Johns 
Hopkins University. Moderator will be John W. 


The meeting will be held in the San Marcos 
Hotel. Officers of the Association are Dr. W. R. 
Manning, Tucson, president; Dr. Dermont W. 
Melick, Phoenix, president-elect; Dr. Lindsay E. 
Beaton, Tucson, vice-president; Dr. 
Smith, Phoenix, secretary; and Dr. C. E, Yount, 





Mapes Hotel in Reno. 


treasurer, all of Reno. 
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Nevada Medical Association 
To Meet in August in Reno 


The 1959 annual meeting of the Nevada State 
Medical Association will be held jointly with the 
annual meeting of the Reno Surgical Society, 
August 19-22, 1959, with headquarters at the 


Officers of the association are Dr. 
Stahr, president; Dr. Ernest W, Mack, president- 
elect; and Dr. William A. O’Brien III, secretary- 


Chaves Society to Sponsor 
Psychiatric Conference 


The Chaves County Medical Society, Roswell, 
N. M., will sponsor a two-day seminar on Psychi- 
atric Problems in Medicai Practice, to be held in 
Roswell on Saturday and Sunday, April 4 and 
5, Although the seminar is planned primarily for 
the physicians of Southern New Mexico, all in- 


terested physicians are invited to attend. 


Participants in the seminar will include Dr. 
Franklin G. Ebaugh, psychiatrist, of Denver; Drs. 
Warren T. Brown, John K. Torrense, and Arthur 
L. Arnold, psychiatrists of Albuquerque; Profes- 
sor Henry Weihofen of the department of law of 
the University of New Mexico; Dr. Lester M. 
Libo, clinical psychologist and director of the di- 
vision of mental health of the New Mexico depart- 
ment of public health; Mr. A. B, Jones, M.S.W., 
field social worker of the New Mexico State Hos- 
pital; and Drs. Claude H. Fowler, internist, Em- 
mitt M. Jennings, surgeon, and L. Willard Shan- 
kel, psychiatrist, of Roswell. 


Topics of discussion will include the following: 
Mental health facilities and needs in New Mexico; 
the psychsomatic aspects of gastrointestinal dis- 
ease; the role of anxiety in the clinical practice of 
medicine; depressive reactions seen in the general 
practice of medicine; the use of psychotherapy in 
medical practice; the role of the physician in 
family conflicts; medico-legal problems in the care 
of mental illness; psychiatric problems of the aged; 
problems in psychiatric referral; the treatment of 
psychoneuroses in medical practice; the present 


status of psychiatry; and new trends in psychiatry. 





SOCIAL SECURITY SAYS: “There is no pro- 
vision in the law which permits a refund of social 
security taxes paid if you do not have enough 
work under the law to get social security pay- 
ments.” 


In Other Words: Your uncollectable ‘‘contribu- 
tion” goes to charity, and not “insurance.” 
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Dr. Paul O. Feil of Deming 
Elected President 
of Southwestern N. M. 


Medical Society 


Dr. Paul O, Feil of Deming was elected Presi- 
dent of the Southwestern New Mexico Medical 
Society at its annual business meeting in Deming 
January 14. Approximately 50 physicians and 

their wives attended, 


Other new officers 
are Dr. William D. 
Sedgwick, Las Cruces, 
Vice-President, and Dr. 
Richard A, Walsh, Sil- 
ver City, Secretary- 
Treasurer, Dr. Andrew 
M. Babey of Las Cru- 
ces is the retiring Presi- 
dent. 





Feature of the meet- 
ing was a panel on the 
subject of “Tracheot- 
omy—General Aspects 
and Usefulness in Chest and Brain Injuries.” Par- 
ticipants were Dr, Arthur J. Fischer, Las Cruces, 
and Drs, W. A, Jones and E, S. Crossett, both of 
El Paso. 


Dr. Walsh 


New Manager 


Present at the meting was the new manager 
of the Veterans Hospital at Fort Bayard, Dr. 
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Dr. Feil 


Chester M, Kurtz, who replaced Dr. I, C. El- 
dridge, who has gone to Wichita, Kansas, as 
Director of Professional Services at the Veterans 
Hospital there. 

A graduate of Harvard Medical School, Dr. 
Kurtz comes to Fort Bayard from the Albuquer- 
que Veterans Hospital where he had been Direc- 
tor of Professional Services Oct. 1957. 
Prior to that he was Director of Professional 
Services at the VA Hospital, Madison, Wis. 

He is a Diplomate of the American Board of 
Internal Medicine and a Fellow of the American 
College of Physicians, 


since 


_ Chinese Auction 


A Chinese auction netted funds for the Amer- 
ican Medical Education Foundation. 

Born in Albuquerque, New Mexico, Dr, Feil 
received his M. D. from the Baylor University 
College of Medicine at Houston and interned at 
St. Louis City Hospital, 

Following service in the Navy he began the 
practice of medicine in Deming in 1950. He 
is a member of the Deming City Council and 
a former Secretary of the New Mexico Academy 
of General Practice. He is Vice-President of the 
Lions Club and a member of the Methodist 
Church. He and his wife have four children. 
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Oh, My Aching Back 


By Leo L. Staniey, M.D., San Rafael, Calif., Former Chief Surgeon, San Quentin Prison. 


“Doc, it’s my back, I can’t straighten up, This 
morning I stooped to pick up a wrench. And it 
struck me right here.” This is the story the gen- 
eral practitioner or the plant doctor so often hears, 
when a middle age workman limps into his office, 
almost bent double, with his hand on his lower 
back and unable to straighten up on account of 
the pain. 


The workman wants relief right now. Careful 
examination does not reveal any particular sore 
spot, There is sometimes a tender area on either 
side of the sacrum where it joins the pelvis, that 
bone which has come to the fore so prominently 
with the teen agers, the Rock ’n Rollers. 


Every time the victim starts to straighten up, 
there is a jabbing misery in his lower back which 
makes him want to fall to the floor for relief. 


No Fracture 


The doctor is quite confident that there is no 
fracture. An X-ray should be taken just in case. 
But seldom does this show any abnormality. The 
patient is asked to get on to the examining table, 
unaided, so that his motions may be observed. 
This he does slowly and painfully, Once on his 
back he is unable to straighten out his legs. He 
holds them in bent position. 


Some times immediate relief is obtained by man- 
ipulation. This may require the doctor and his 
male assistant, standing on either side of the pa- 
tient with one hand on top of the knee and the 
other under the heel, With the knee in straight 
’ position, the lower limb is bent on the pelvis, a 
sort of jack knifing. Frequently one hears a snap 
or a pop by this movement. The pain has miracu- 
lously disappeared. The patient is able to sit up 
and get off the table under his own power. This 
he does gingerly, not trusting that his condition 
is improved and that his pain is gone. 


Limp In, Leap Out 


There is still a feeling of soreness but the acute 
distress has disappeared, Strapping the lower back 
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with broad adhesive gives support and comfort. 
This may be considered a case of “Limp In, Leap 
Out”, Once when doing this “operation” we heard 
the usual snap. This was not the back which 
popped, The crystal of my watch had fractured! 


Just what the pathology of this condition is and 
what really happens has never been fully and 
satisfactorily explained by the orthopods, the bone 
specialists. 


Some say there has been a separation of the 
sacrum and one of the iliac bones, a so called 
“sacroiliac” about which one hears so much. But 
such a separation can not be demonstrated by 
X-ray, Others think that the disc or cushion be- 
tween two of the lower vertebrae may have been 
displaced backward by the bending or lifting. 


It is caught temporarily. “Jack knifing” may 
make it “pop” back into normal position, The 
center of the disc is often semi-solid and might be 
able to “flow” in this manner. Recurrances of this 
“sacroiliac” may happen many times, When one 
has had a bout of this condition, he should be very 
careful about lifting, twisting or straining. Sleep- 
ing on a hard mattress may help to strengthen 
the back muscles and prevent further trouble. 


Vulnerable Spot 


But the back and particularly the lower back 
may be a source of annoyance and disability. It 
could be considered a vulnerable spot. The fact 
that human beings have assumed an _ upright 
means of living and locomotion in contrast to the 
horizontal may play a great part in making this 
part of the anatomy such a troublesome spot. 


One marvels that a little burro can carry such 
heavy loads compared to its size for long hours 
without apparent inconvenience or injury. Oxen 
with the yoke attached to their horns, pull great 
weights all transmitted through the spinal column. 
In Latin America, Africa, the Orient and other 
countries, the natives, walking erect, bring great 
loads of produce to market all balanced on their 
heads, One has only to stand on the bridge of the 
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Golden Horn in Istanbul to see the porters, bend- 
ing almost at right angles, transport unbelievably 
heavy weights upon their backs. 


Heavy Burden 


In all these instances force is exerted through 
the spinal column, both vertically and horizon- 
tally. So, the poor old back does have a heavy 
burden to bear. 


In industry the back has become a great source 
of medico-legal controversy, Most unusual and 
extraordinary means have been instituted to de- 
termine the exact condition of the spinal column, 
the sacrum, the iliac bones and nearby structures 
of applicants for employment in certain categories. 
For some companies back-ache has become a 
headache for management. This is particularly 
true of railroads. 


Any convention of railroad surgeons is not com- 
plete unless there is a symposium on conditions of 
the back on the program. Hours and hours are 
interestingly spent in discussing what can, does 
and might happen to the backs of prospective em- 
ployees or to those who have received some injury 
in this occupation. This shows just how important 
this matter is. 


It is now generally conceded and agreed that 
it is advisable, in the examination of any applicant 
for work in a big industrial establishment, to have, 
among other tests and shows of evidence, an 
X-ray of the spine and particularly the lower 
back. This entails an added expense which must 
be born by the employer, But, in the long run, 
it pays off well, not only for the company but for 
the worker himself. 


Simulated Distress 
It is difficult for a medical man to determine 
whether a patient does suffer or does not suffer 
from the pain he claims he has, After an alleged 
injury the patient may simulate great distress and 
disability. 


He may persist in his claims for many weeks 
and months. Often the “gold cure” is the miracle 
which immediately banishes all pain, discomfort 
and disability for the complainant, This is merely 
the payment of a sum of money, generally large 
these days, as a settlement or decree of the court 
or jury, when the suit is won. It is often surprising 
to see the miraculuous and immediate recovery. 


MARCH, 1959 


There is probably more opportunity to malinger 
in alleged back injuries than in any other, Many 
instances have been reported where the injured 
has claimed great pain, extreme limitation of mo- 
tion and inability to do any kind of work. Clever 
investigators have, however, gotten motion pic- 
tures of these gentlemen going through cales- 
thenics, lifting heavy weights and doing exercises 
which they claimed they were entirely unable to 
perform, Showing these pictures before a medical 
group and outlining the case is always a source of 
wonderment as to what extremes unscrupulous 
people may go to obtain an unwarranted settle- 
ment. It may cause one to lose faith in his fellow 
beings. 


Pain in the Back 


Pain in the back was quite a problem in the 
Navy in World War II. As medical officer in the 
Medical Corps, I had an opportunity to see and 
examine a number of these in the 
Pacific. Some of the boys, about ready to shove 
off from Pearl Harbor toward the land of the 
Rising Sun developed “Lumbago”, They reported 
to the dispensary or Sick Bay for examination. 
They said they could not do their duty because 
of this ailment. A referral to the Orthopedic De- 
partment at the Naval Hospital was in order. 


cases out 


X-rays, examinations, manipulations and other 
tests failed to confirm, in many cases, that the 
complaints were as bad as represented. One Med- 
ical Reservist, to whom some of the boys were 
referred reduced the number of “gold brickers” 
quite noticably, He instituted a “class” of weight 
lifting. 


Several times a day and at unscheduled periods 
the class was assembled, A chief, in on the play, 
put them through some rigorous and uninteresting 
lifting. After a bout of this exercise the boy who 
had little wrong with him generally preferred to 
go back to duty and stand the prospects of annihi- 
lating the Japs rather than face that task master 
of a Chief. 


At San Quentin 


At San Quentin. where I was Chief Surgeon for 
many years, there were not many who simulated 
back trouble, The work there, if any, was not ex- 
acting nor laborious. So there was not much rea- 
son for trying to get out of work, Every man on 
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entrance to prison was given a very thorough 
physical examination, It was soon realized by the 
inmate that the Medical Department had a pretty 
good appraisal of his mental and physical condi- 
tion, It was “noised about the yard” that the “Old 
Man” was fair but firm. He would give them a 
“break” if warranted but he would have “no 
truck with a malingerer”’. 


Several years ago a group of El Paso Ortho- 
pedists instituted the procedure of taking roent- 
genograms of the backs of consecutive men who 
applied for work. This was for the most part for 
heavy labor in a mining operation, The reason 
for the initiation of this more complete examina- 
tion was the plant’s previous unsatisfactory expe- 
rience in litigation involving alleged injuries to 
the lower back. 


Adverse Judgments 


The company had received several large adverse 
judgments in low back cases in which the alleg- 
edly injured individual had unquestionably had 
previous pathology in some part of his lumbo- 
sacral region. 


At the time of their report the doctors had 
taken roentgenograms of 450 applicants, Their 
goal was a thousand. A call to the armed forces 
of two of the group prevented this fulfillment. 
Flat anterior posterior, and lateral, 11 by 14 views 
were taken. 


An analysis of these cases showed that one third 
of them had definite pathology which might be 
considered disabling to some extent. And this 
was particularly so if some form of injury were 
superimposed. 


Hypertrophic changes, which seem to come on 
with age, accounted for 21 per cent. Most of 
these were mild. 


Old Compression Fractures accounted for five 
per cent. 
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Wedging of lower thoracic and upper lumbar 
vertebrae had a total of nine per cent. 


There were other defects or conditions such as 
spondylolisthesis, spina bifida occulta, sacro-iliac 
arthritis and lumbar ribs. 


Some Rejected 


Of the 450 cases, 15 per cent were rejected for 
work. In some cases where an applicant is rejected 
there is great objection on the part of the man 
himself sometimes as well as from the union of 
which he is a member, They may feel that dis- 
crimination has been shown. 


However, the examiner may, with a little pa- 
tience, fairness. and evidence of interest in the 
welfare of the applicant, point out to him that 
employment, such as he is seeking, might prove 
detrimental to his health and well being. Advice 
to seek another type of work which is commen- 
surate with his condition is frequently appreci- 
ated. 


Because of the large number of actions which 
have been made against the common carrier, The 
Association of American Railroads has set up a 
well manned and efficiently organized Claims Re- 
search Bureau. This bureau endeavors to care- 
fully study, analyze and classify all claims of in- 
juries which are presented by the various com- 
panies, It serves as a clearing house. It keeps 
a.watchful eye on threats of litigation as well as 
legal actions which have been filed, It is in no 
way used as a black listing agency against any 
one who applies for employment. Claims against 
the railroad companies have amounted to millions 
of dollars annually. 


In spite of all that is being done in research, 
study and endeavor to find out the cause of aching 
backs the true pathogenesis of pain in this region 
is still unknown. 

“Oh, my aching back”. 

1322 Fifth Ave. 
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Myocardial Infarction; Five Year Series* 
By THeopore E. Hauser, M.D., and Eart B, Fianacan, M.D., Carlsbad, N. M. 


During a five year period beginning Sept., 1952 
and ending Sept. 1957, 100 patients were treated 
by us for coronary thrombosis with myocardial 
infarction. The clinical diagnosis was confirmed 
in the 100 patients by typical changes in the elec- 
trocardiograms. In a few patients, where these 
were of doubtful benefit, and the clinical course 
warranted a confirmation of the diagnosis, serum 
transaminase levels were elevated, 


All but one of the patients were treated in the 
hospital, with the hospitalization stay ranging 
from 19 days to six weeks with an average hospital 
stay of 25 days. The first three years the patients 
were treated on bed rest and during the past two 
years we have changed this to chair rest. Morphine 
was used as the drug of choice to alleviate the 
chest pain. Oxygen and low salt diet were in- 
cluded in the general management of the majority 
of these patients. 


It is felt that one of the merits of this paper is 
that the study was carried on in a relatively small 
community of 25,000 population; and during the 
course of a routine practice of Internal Medicine. 
This is in opposition to the majority of published 
reports which come from large city hospitals or 
practices; however the results are statistically cor- 
related with those of such reports. This study 
involves 118 acute coronary occlusions sustained 
by 100 patients, All diagnoses were clinically prov- 
ed and confirmed by typical Electrocardiographic 
findings and/or elevated serum transaminase 
levels. 


AGE AND SEX DISTRIBUTION 
AT ONSET OF FIRST TREATED CORONARY 


Age Group Male Female Total 
(both sexes) 

20-29 2 0 2 
30-39 6 0 6 
40-49 27 2 29 
50-59 16 7 23 
60-69 18 7 25 
70-79. 6 5 11 
80-89 2 2 4 

All Ages 77 23 100 

Average Age 53.8 62.8 55.9 

Figure 1 


*Presented at the Southern New Mexico Clinical Meeting, 


Artesia, Nov. 22, 23, 1958. 
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Figure 1: These patients ranged from an age of 
28 to 88 with an average age of 55.9 for both 
sexes. A total of 77 men and 23 women were 
treated with the average age of the men being 
53.8 and the women 62.8. 


Severity of Coronary Occlusion. 


It is sometimes impossible to classify the pa- 
ient with myocardial infarction at the onset of 
symptoms. There were several patients of ours 
who appeared to have a mild coronary at the on- 
set, and later, during the hospital stay, developed 
complications which required us to change the 
classification to one of severe. 


SEVERITY OF CORONARY 


Mild or 
Age Group Moderate Severe Total 
20-29 1 1 2 
30-39 6 1 7 
40-49 24 9 33 
50-59 18 14 32 
60-69 17 12 29 
70-79 5 6 11 
80-89 2 2 4 
Total 73 45 118 
Figure 2 


Figure 2: We have classified these as to mild or 
moderate cases, total of 73. These ran the usual 
uncomplicated course of myocardial infarction 
during the hospital stay. The 45 patients with se- 
vere coronary occlusions in general ran a stormy 
course having either had severe intractable chest 
pain, cardiac arrhythmias, congestive heart fail- 
ure, thromboembolic phenomena and/or extreme 
degree of shock. This (figure 2) again reveals that 
a total of 118 coronaries were sustained by these 
100 patients in this 5 year period. 


SITE OF INFARCTIONS IN 100 PATIENTS 


Anterior Posterior Suben- Un- 
Total Wall Wall docardial Septal Diffuse known 
118 55 55 2 2 3 
Figure 3 


Figure 3: We attempted to roughly break 
down the site of infarction into the anterior wall, 
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posterior wall, subendocardial, and septal. There 
were 55 with anterior wall infarction, 55 with 
posterior wall infarction, two subendocardial, two 
septal, two diffuse and three were unclassified. 


PRESENT STATUS OF PATIENTS TREATED 


1952-1957 
1952 1953 1954 1955 1956 1957_ Total 
L D BLE DL BL BL BL ®B 
': ©2428. 482.. 82.72. 32.2 
1 6 14 20 34 25 100 


Figure 4 


Figure 4: Of interest is the six year followup 
of a patient treated in 1952 who was 59 years old 
at the time. He was obese and had a very severe 
coronary thrombosis complicated by bronchopneu- 
monia, toxic psychosis, ventricular tachycardia 
and severe Penicillin reaction, This patient today 
is well and working, Seventy two patients are 
alive one to six years following their coronary 
thrombosis and 28 are deceased. Of the 28 de- 
ceased, analysis reveals that 22 of these died of 
cardiac death, The six others died of non cardiac 


conditions. 


22 PATIENTS DECEASED FROM CORONARY 

OCCLUSION 

Males 15 at an average age of 51 

Females 7 at an average age of 61.7 

Total number of coronaries sustained by 

these 22 patients—45 

(These include coronaries patient had in 

past that were confirmed but not treated 

by us — thus total is higher) 


Figure 5 


Figure 5: Of the 22 patients who died from 
coronary occlusion, 15 were males, with an aver- 
age age of 51; and seven females with an average 
age of 61.7. The total number of coronaries sus- 
tained by these 22 patients was 45. These included 
coronaries these patients had had in the past that 
were confirmed but not treated by us. Thus total 
is higher. 


Seven deaths occurred with first coronary or 
six per cent of 118 total coronaries or 31.8 per 
cent total deaths. 

Females 
Males 

These patients lived an average of 5.7 days 

after onset. 





three at an average age of 69. 


four at an average age of 48. 





Figure 6 


Figure 6: Seven deaths occurred with the first 
coronary, thus having a seven per cent mortality 
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rate and accounting for 31.8 per cent of total 
deaths in the series. These patients lived an aver- 
age of 5.7 days after the onset of their coronary. 


TIME OF DEATH FROM ONSET OF 
LAST CORONARY OCCLUSION IN 22 PATIENTS 


Time in Days 0-1 1-7. 8-14 14-30 30-90 
Number of patients 10 8 2 2 
Figure 7 


Figure 7: This figure reveals that all deaths oc- 
curred within 90 days after the onset of their last 


coronary occlusion. 


COMPLICATIONS 
1. Thrombo-embolic phenomena 11 
2. Cardiac Decompensation 13 
3. Arrhythmias: 
Auricular, Tachycardia 2 
Ventricular Tachycardia l 
Complete Heart Block 1 
4. Shock 11 
5. Azotemia 2 
Total 41 
Figure 8 


Figure 8: The majority of these occurred in 
those patients not being treated with anti-coagu- 
lants. However, one patient with severe coronary 
shock developed a mesenteric artery embolus 10 
days after his coronary and he was on theraputic 
doses of Warfarin throughout this time. Many of 
our patients developed occasional premature ven- 
tricular contractions which were controlled with 
rather routine use of Quinidine. Of the 11 patients 
that were treated for shock these were all treated 
with intravenous Levophed ranging from six hours 
to 14 days. We have found that inserting a Poly- 
ethylene catheter is very advantageous in pro- 
longed therapy with intravenous Levophed. Up to 
24 mg, of Levophed per 1,000 cc have been used, 
however of the five patients that died there was 
no pressure response to even these doses of Levo- 
phed, Of the thrombo-embolic phenomenon, there 
were five pulmonary infarctions, one renal infarc- 
tion, two hepatic infarctions, one popliteal artery 
embolus, one cerebral embolus occurring six 
months after a coronary and one mesenteric 
thrombosis. Cardiac decompensation was treated 
with mercurials, low salt diet and Digitalis if in- 
dicated. The arrhythmias were treated with Quin- 
idine, the ventricular tachycardia was treated with 
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IV Pronesteral, and the complete heart block was 
treated with Isuprel. 


MISCELLANEOUS 


Sixty-six patients were treated with anticoagu- 
lants of which 50 are living, 16 are dead, Three of 
these died of other than coronaries. 

Seven patients had cholelithiasis. 
Forty-four patients were 10 per cent over- 
weight or more. 


Figure 9 


Figure 9: Sixty-six patients were treated with 
anticoagulants of which 50 are living, 16 are dead. 
Three of these died of other causes than coro- 
naries. We have attempted to use the anticoagu- 
lants ia nll severe coronaries and those appearing 
to have a transmural infarction, those with obesity 
and all secondary cases of coronary thrombosis, 
were treated with anticoagulants and maintained 
on these, 


Of interest were the seven patients with asso- 
ciated cholecystitis with cholelithiasis. Forty-four 
patients were 10 per cent overweight or more, 


EMPLOYMENT STATUS 
Seventy-two Living Patients 


Number of Coronaries 


Sustained 1 2 3 
Working 48 5 1 
Retired 12 si 
Bedridden l 
Unknown 5 

Figure 10 


Figure 10: Of interest is the employment status 
of 72 living patients, Of these, 54 are now doing 
either housework or are employed in a gainful 
occupation, Many of them have returned to their 
original job, and a total of 75 per cent of them 
are now working. Twelve of the male patients 
have retired as they have reached the age limit, 
or for various other reasons have decided to retire. 
One patient is bedridden. Working status is un- 
known in five patients. 


DISCUSSION 


The average age at the onset of coronary 
occlusions in men of 53.8 and women 62.8 com- 
pares with a series of 500 patients of Master, 
Dack and Jaffe’, with an average age of 54.7 in 
males and 56 in females, and in Wrights 1,081 
cases an average age of males 57.9, females 63.9?. 
We have again been impressed with the rarity of 


MARCH, 1959 


myocardial infarctions in women of the menstruat- 
ing age, From our Figure 6, with a mortality rate 
of seven per cent for first coronary occlusions, 
these represent the patients that lived long enough 
to be admitted to the hospital. During that five 
year period we have attempted to keep a list of 
those who died either at home with a typical his- 
tory of acute coronary thrombosis or en route to 
the hospital, and this would add another seven 
patients or increase the mortality from the first 
coronary to 14 per cent. However comparable fig- 
ures are extremely hard to nd in the literature as 
many of the articles written represent those treat- 
ed in the hospital, 


Consensus 


The general consensus, that the first two weeks 
are the most crucial period, was born out by our 
series with all deaths occurring within this period 
except two which occurred during the 30-90 day 
period, Those with the most favorable prognosis 
could be determined in a majority of the patients 
after two months as the ones having no angina, 
coronary insufficiency, left ventricular failure or 
cardiac enlargement. 


Under the thromboembolic phenomenon; one 
severe embolus occurring was mesenteric artery 
embolus which required surgery. This patient is 
well today after removal of 10 feet of his small 
intestine; the other was peripheral popliteal artery 
embolus. This occurred in a 35 year old patient 
who was not given Dicumerol because of physical 
evidence of liver disease. The embolus occurred 
10 days after the onset and embolectomy was per- 
formed, This patient is now well and has noticed 
only a dull ache in his lower calf region after 
walking four to five miles. 


SHOCK 


We have employed Levophed and it is our 
opinion that from this small total of 11 cases with 
use of Levophed, we have again proven its useful- 
ness in that the mortality rate was 45 per cent. 
It is our opinion along with others, that there is 
very little or no response to Levophed in patients 
who are in both severe congestive heart failure 
and severe shock?. We found the most important 
guide for the maintenance of the blood pressure 
with Levophed, when there was no clinical evi- 
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dence of shock*, was the urinary output. In some 
patients who previously were hypertensive, the 
urinary output diminished greatly with lowering 
of the blood pressure to 100 systolic, 


Upon discontinuing Levophed in these patients 
the urinary output would be markedly diminished 
and require an increase in the amount of Levo- 
phed to raise the systolic pressure to 110 to 120. 
Upon discontinuing Levophed, there is quite often 
a hypotensive state with, however, a normal 
renal output. One patient has a blood pressure at 
the present time in sitting position of 86/70, how- 
ever he has recovered and has a normal renal out- 
put and is asymptomatic. 


One Patient 


In one patient Aramine was used intramus- 
cularly, after it was available commercially, and 
this has the advantage of being given intramus- 
cularly and producing no tissue slough, The extra 
cardiac complications are not listed, such as pre- 
vious hypertensive cardiovascular disease, thyroid 
disease, pulmonary emphysema, bronchopneu- 
monia and psychosis. 


A problem that often confronts the practitioner 
is whether Digitalis, that has been required in the 
hospital, should be continued or discontinued, 
after the patient has recovered, This problem is an 
individual one in many patients, since part of the 
recovering phase the myocardial reserve improves 
and Digitalis may be discontinued without a re- 
turn of decompensation. 


The patients have been followed periodically 
with serum cholesterols and in the post coronary 
state a diet, low in saturated fatty acids has been 
advised, The patient treated with complete heart 
block responded well to Isoprel and this was dis- 
continued after two weeks without a return of this. 
The use of Cortisone and ACTH has been advised 
by Prinzmettal et al in Stokes Adams Disease 
secondary to Myocardial Infarction*’®. 


Changing Facet 


An unstable and changing facet in qur manage- 
ment has concerned the anticoagulants. During 
the first two years when an anticoagulant was 
deemed necessary, Dicumerol was chosen. During 
the third year Tromexan replaced our use of 
Dicumerol: but since that time we have had bet- 
ter, easier and safer control with the use of War- 
farin, 
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Experience has taught us to be somewhat more 
liberal in the convalescent months following myo- 
cardial infarction, whereas during the first 2-3 
year period a patient was not allowed to return to 
work in less than 4-6 months. However, since that 
time, this period has been greatly shortened in 
selected cases by as much as one half, 


Of the 54 patients now working many of these 
are men employed in local industry, It has been 
difficult at times to get the approval of local 
industries to return these patients to either their 
previous job or even a modified job. This has re- 
quired much unnecessary re-adjustment of the 
patient and the main problem involved is the com- 
pensation law. Only one of these patients, a furni- 
ture salesman, actually claimed and won com- 
pensation, stating that his heart attack was started 
when he lifted an unusually heavy piece of furni- 
ture during his employment. 


Twenty Patients 


In 20 of our patients one could elicit the onset 
of anginal symptoms during a period of one to two 
months which were un-recognized by the patient 
or considered to be due to “indigestion”. Whereas 
the majority of the patients had a rather classical 
symptomatology at the onset of their coronary 
with typical chest pain distribution, two patients 
had no chest pain and had only pain in the jaws. 
One of these consulted a Dentist for what he con- 
sidered improper fitting dentures, another con- 
sulted an E N T doctor for a sore throat. One 
patient had only pain in the right shoulder and 
right wrist at the time of diagnosis and 24 hours 
later, developed chest pain. Another patient had 
what appeared to be initially an acute pancreatitis 
with severe epigastric pain and no chest pain. This 
patient later that day was found to have an acute 
posterior myocardial infarction. 


Clinical Difficulty 


We have found that while it is difficult clin- 
ically to determine from the symptoms the site of 
infarction the majority of our patients with pos- 
terior myocardial infarctions had associated brady- 
cardia and bilateral ache in the elbows more fre- 
quently than those that had the anterior myocar- 
dial infarction. 


Only two of our patients developed coronary 
occlusion during physical exertion. One of these, 
age 28, had a severe fist fight while intoxicated 
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and was brought into the hospital in shock, After 
a stormy course of 14 days he expired and this was 
confirmed by postmortum examination, The other 
patient was a furniture salesman who had the on- 
set of pain while lifting a heavy piece of furniture. 


Shoulder-Hand Syndrome 


The development of the shoulder hand syn- 
drome has not been as much of a problem, pos- 
sibly because of the climate, although some 25% 
of our patients have developed it to a mild degree, 
only two of these have required intensive therapy 
and these responded well to Prednisolone and be- 
came asymptomatic in a period of eight months. 


Prior to refrigerated air contitioning in local 
hospitals we were confronted with many patients 
with a problem of low salt syndrome, as the tem- 
perature in the rooms during the summer months 


was quite frequently above 90 for a period of 12 
hours a day. 

A five year study of 100 patients sustaining 118 
coronary occlusions and myocardial infarctions is 
presented. This study in a comparatively small 
community shows results, as to mortality rates, age 
and sex distribution, that compares favorably with 
reports published from large city hospitals, Special 
reference to details of treatment, follow-up, and 
return-to-work record are also presented, 

517 W. Fox St. 
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Neurological Wing Added 


To Hospital 


A new four-story neurological wing costing 
more than $1 million will be added to St. Joseph’s 
Hospital in Phoenix, with construction starting 
in about a year. 


The addition is being made possible by a gift 
from Charles A, Barrow and his family of Litch- 
field Park, Arizona, and his mother Mrs. Beatrice 
H. Barrow of Franklin, Pa, Their donation of 
more than $500,000 is being matched with federal 
funds. 


The new wing will be known as the Barrow 
Neurological Institute, honoring the memory of 
the late William E. Barrow, father of Charles and 
husband of Beatrice Barrow. It will be devoted 
to diagnosis, treatment, research and training in 
neurology and neurological surgery and will be 
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In Phoenix 


headed by Dr. John R. Green of Phoenix, now 
chairman of neurology and neurological surgery at 


St. Joseph’s. 


The Barrow gift is the largest of its kind ever 
made to a private hospital in Arizona, It will re- 
sult in Phoenix becoming one of only five cities 
in the U. S. and Canada, and the only one west 
of the Mississippi River, having neurological in- 
stitutes, although many medical and educational 
centers have facilities for research, training, diag- 
nosis and treatment, The other neurological insti- 
tutes are located in New York, Chicago, Wash- 
ington and Montreal. 


The Barrow Institute will have 50 beds at the 
outset plus surgery and clinical and research lab- 
oratories. 
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High Honors Bestowed 
On Mrs. Ward Burdick 


NATIONAL HONOR—Mrs. Ward Burdick 
of El Paso, widow of the noted Pathologist 
Dr. Ward Burdick, is presented with a replica 
of the Ward Burdick Medal by Dr. George 
Turner, El Paso, past president of the Texas 
Medical Association, at a meeting of the El 
Paso County Medical Society, Jan. 13, 1959. 
The medal has been given by the American 
Society of Clinical Pathologists annually for 
30 years for outstanding service in the field 


of pathology. 


National honors in the field of medicine were 
bestowed Jan, 13, 1959, in El Paso on Mrs, Ward 
Burdick of El Paso, widow of the noted pathol- 
ogist, Dr. Ward Burdick. 


A replica of the Ward Burdick Medal was pre- 
sented to Mrs. Burdick by Dr. George Turner, 
El Paso, past president of the Texas Medical As- 
sociation, at a joint meeting of El Paso County 
Medical Society and its Auxiliary in the Terrace 
at El Paso Medical Center. 


The Ward Burdick Medal has been given by 
the American Society of Clinical Pathologists an- 
nually for 30 years for outstanding service in the 


field of pathology. 


Dr. Burdick, a Denver pioneer clinical labora- 
tory pathologist who died in 1928, was instru- 
mental in founding the American Society of Clini- 
cal Pathologists in 1924. 


The medal, inscribed “Dr. Ward Burdick— 
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Awarded Posthumously”, was presented on behalf 
of the American Society of Clinical Pathologists. 


Letters of Praise 


Letters to Mrs, Burdick, praising her husband’s 
work, were read from Dr. E. C. Rosenow of 
Minneapolis and Dr. Charles B, Kingry, Denver, 
both famous in the field of pathology. 


In his talk Dr. Turner cited Dr. Burdick’s ef- 
forts in organizing the American Society of Clini- 
cal Pathologists and he mentioned Mrs. Burdick 
as being helpful in organization of the society’s 
auxiliary. 


Mrs. Burdick, a native of Minnesota, lived in 
Denver from 1910 to 1949, when she moved to 
El] Paso to become social director of Bell Hall at 
Texas Western College. She resigned from that 
position in 1952 and now resides at 1140 Rio 
Grande Ave. in El Paso. 
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APHORISMS and MEMORABILIA 


Truths and Concepts in Otolaryngology 


By Artuur J. Fiscuer, M.D.*, Las Cruces, N. M. 


1. In treating epistaxis with Packing, do not 
lose sight of the fact that part of the nasal septum 
is mobile and it may be necessary also to pack 
the opposite side so as to obtain counterpressure. 


2. Too often adenoidectomies are performed 
for the purpose of eliminating mouth-breathing 
only to find on careful examination that nasal 
obstruction, most often a badly deviated nasal 
septum, is at fault. 


3. “I do not believe that chemical cauteriza- 
tion is effective in active bleeding from vessels of 
any considerable size.” Woodruff, G. H.: A.M.A. 
Arch. Otoloaryng. 67:435 (April) 1958. 


4. “—every adult who has difficulty in swal- 
lowing, even when the difficulty is transient or 
the patient is apparently neurotic, deserves at least 
radiological examination by a competent observ- 
er.” Boyd, L, J.: The Bull. New York Med.-Coll. 
17: 12-16, 1954. 


5. “Children who are tolerant to their mother’s 
skin may also tolerate other tissues from their 
mother, such as cartilage,” Peer, L. A. and Walk- 
er, J. C.: A.M.A. Arch, Otolaryng. 68:95 (July) 
1958. 


6. “Prolongation of life is not the only aim of 
treatment; it should be a tolerable life.—It is not 
always worth thé discomfort of major surgical 
procedures to get minor recovery.” Devine, K. D.: 
A.N.A, Arch. Otolaryng. 68:716 (June) 1958. 


High Percentage 


7. “A relatively high percentage of patients 
with antral malignancy relate a history of previous 
chronic sinusitis.” Castigliano, S. G, and Rom- 
inger, C. J.,:; Antrum, A.M.A. Arch, Otolaryng. 
67:276 (March) 1958, 


8. Harvey Cushing noted, in his book publish- 
ed in 1917, “Tumors of the Nervus Acusticus,” 


*Dr. Fischer, now a practicing specialist in ear, nose and 
throat, was formerly Assistant Professor of Oto-laryngology at 
the University of Pittsburgh Medical School. 
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that tumors growing in the internal auditory meat- 
us produce sensory disturbances first and motor 
manifestations later, whereas the reverse is true of 
the tumors growing towards the meatus. 


9. “In the field of psychogenic disorders, as in 
the field of organic disease, a diagnosis must be 
made from positive findings, not from their ab- 
sence and an inability otherwise to explain symp- 
toms. For many patients—the symptom of vertigo 
as a concrete symbolic representation of their up- 
set mental state and conforms to the hysterical 
pattern of conversion of a mental idea into a phy- 
sical feeling.” Moore, B.E. and Aatkinson, M.: 
A.M.A, Arch. Otolaryng. 67:347 (March) 1958. 


10. “The most important step in the preven- 
tion of the complications is to be taken in the 
handling of the initial otitis media. The neglect 
of early myringotomy and the early abandonment 
of antibiotic treatment result from the hollow se- 
curity offered by prompt symptomatic response to 
small doses of antibiotics.” Morrow, R.S.: Annals 
of Otology, Rhinology and Laryngology 67: 41 
(Mar.) 1958. 


Loss of Function 


11. “compression of a nerve to cause loss of 
nerve function, has to be equal to the systolic 
blood pressure. More pressure than this does not 
cause more or faster paralysis. Motor nerves ap- 
pear to offer less resistance to increased pressure 
and ischemic changes than do sensory nerves.” 
Denny-Brown; D.E. and Brenner, C., Archives 
Neurology and Psychiat., 51:1, 1944. 


12. “Tracheal diverticula are rarely diag- 
nosed clinically and are usually only discovered at 
autopsy . . . a review of the literature fails to dis- 
close any record of medical or surgical treatment of 
tracheal diverticula.” Goldman, L. and Wilson, 
J.G., Arch. of Otolaryng., 65:554, (June) 1957. 
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Model Handbook for Distribution to 
Doctors’ Secretaries 


By Dora SmirH* 


Administrator, Reagan County Memorial Hospital, 
Big Lake, Texas 


It is good public relations for the hospital ad- 
ministrator and the doctor to have prospective 
patients know how to get into the hospital and 
know what to expect. The Texas Hospital As- 
sociation Council on Public Education headed by 
Sister John Gabriel of Providence Hospital, Waco, 
gave much thought to this problem during the 
past two years and came up with a sample hand- 
book which was distributed to the doctors and 
hospital administrators of Texas to be used as a 
pattern for their own information. 


Regardless of size or whether it is a general or 
special type hospital, the administrator will find 
an example of handbook format which he may fol- 
low in publishing his own in the sample booklet. 
An hour’s concentration on the application of the 
various items in this model booklet will enable 
the administrator to pattern one to his own needs. 
It is well recognized the doctor is very busy and 
will usually have his secretary or office nurse take 
care of all admission details. 


It was, therefore, decided to call the booklet a 
“Model Handbook for Distribution to Doctors’ 
Secretaries.” 


Revised Booklet 


It was suggested that the hospital administrator 
send his own revised booklet (patterned after the 
sample) to the doctor personally for his reading 
so he can decide whether it will be passed on to 
his secretary. 


The handbook suggested that a very brief des- 
cription of the hospital be set forth, whether or 
not accredited, and what accreditation means; 
together with how to make room reservations; best 
hours to arrive; and which office the patient will 
visit. Suggestion on what part hospital insurance 
may play, and the employment of private duty 
registered nurses or licensed vocational nurses; 
contacts with the chaplain, visiting hours, diet, 
guest meals, radio, television, parking and anything 


*Member on the Council on Public Education of the TEXAS 
HOSPITAL ASSOCIATION. 
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else that the individual doctor and administrator 
may care to add are also discussed. 


Section on Policies 


There is also a section on policies affecting the 
laboratory, blood bank, surgical recovery room, 
and psychiatric division, if there is one. 


Important safety rules are elaborated for the pa- 
tients on smoking in the presence of oxygen, drugs 
and medications, alcoholic beverages, bringing food 
into the hospital; use of hot water bottles and heat- 
ing pads etc. 


As a final convenience to the doctor; there is a 
table of suggested regular meetings, the date, hour 
and place for the secretary to use as a reminder for 
the doctor. The book includes a statement that 
the hospital will give new secretaries an orienta- 
tion lecture regarding the use of the booklet. This 
personal contact, so the council thought, will be of 
great value to the doctor, the hospital and the 
patient. 


Many Inquiries 


Many times a patient inquires at the doctor’s 
office for information, which is not available, con- 
cerning his future stay in the hospital. We feel 
a booklet such as the model handbook will not 
only save embarrassment, but also be of benefit 
for all concerned. 


This 12-page sample booklet measures nine 
inches by six inches and is printed in clear, easily 
read type with sufficient space for any special no- 
tatons for the doctors or hospital administrator. 
It was mentioned a number of times in the Ameri- 
can Hospital Association Magazine prior to being 
released to member hospitals as well as being sent 
to the area council presidents one month preceding 
the release date. 


It is felt that this is but another administrative 
tool for the hospital to use in order to weld the 
physician, his secretary and the hospital into a 
cooperating understanding team for the benefit of 
the patient. 
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MONTHLY CLINICAL PATHOLOGICAL CONFERENCE 





EL PASO GENERAL HOSPITAL 


December 18, 1958 





F. P. Bornstein, M.D.—Editor—Case No. 1132 


Presentation of Case by T. STERLING Martin, M.D. 


History—Dr. Nathan Kleban: 


A 68-year-old Negro widow entered the hospital 
on Oct. 8, 1958, and died on Oct. 19. 

In 1952 the patient was admitted to the psy- 
chiatric service with a history of depression and 
intake of alcohol since her husband died in 1940. 
She was given three electroconvulsive treatments. 
Discharge diagnosis was chronic alcoholism. Acute 
alcoholic intoxication was the reason for her sec- 
ond admission to the psychiatric ward in 1955. 
There was 18 per cent retention of bromsulpha- 
lein, Kline test was negative, and chest film was 
within normal limits. 


Patient Hospitalized 


Dermatitis brought the patient to the hospital 
on April 16, 1958, She had scattered pruritic, hy- 
peremic edematous areas. Blood pressure was 
190/110, Hematocrit values of 32, 35 and 29 vol. 
per cent were reported, Urine contained a” trace 
of albumin but concentrated to 1.027. V.D.R.L. 
was non-reactive. Skin and muscle removed from 
the left leg for biopsy were reported normal. 

No L.E. cells were found on five different oc- 
casions, BUN was 5.0, sugar 98 mg. per cent, 
x-ray film of the chest on April 16 was reported 
demonstrating slight left ventricular hypertrophy 
and “slight pleural thickening in the right costo- 
phrenic angle consistent with the residual of a 
pneumonitis”. Twelve days later a repeat chest 
film was interpreted as showing “no significant 
change from the previous examination, Conclu- 
sion: Healthy chest”. 


Numerous Medications 


Over a three months period a number of medi- 
cations were prescribed topically and systemic- 
ally, including antibiotics, corticosteroids, antihis- 
tamines, diuretics, expectorant and antihyperten- 
sive drugs. When discharged with a diagnosis of 
allergic dermatitis on July 9 she was improved. 

On Oct. 8 the patient returned to the hospital 
with complaints of inability to retain food, falling 
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the day before, and pain in her shoulders, arms, 
buttocks, hips, legs and abdomen. 

Family and additional past history were not 
relevant. 


Physical Examination: 


There was severe muscle wasting. The skin was 
dry, scaly and thickened. Temperature was 99.4, 
respirations 20, pulse 142 and irregular, blood 
pressure 110/60, There was symmetrical chest 
expansion, Lungs were clear, Left border of car- 
diac dullness was at the anterior axillary line. A 
grade one low pitched systolic murmur was heard 
at the apex. There was generalized abdominal 
tenderness. The liver was equivocally down one 
finger-breadth. Pressure ulcers were present on the 
buttocks. 


Laboratory Findings: 


Hematocrit was 38 vol. per cent, Hb. 12.9 gms., 
WBC 9,250 with 4 eosinophiles, 2 stabs, 36 segs., 
58 lymphocytes, Three urine determinations gave 
the following results: Amber, red, straw; S.G. of 
1.027, 1.016, 1.005; albumin 1+, 34 and 2+; 
sugar negative; reaction acid; cells not reported 
on first specimen, loaded with RBC in the second 
red specimen, and 25-35 WBC/HPF but no RBC 
in the third specimen six days after admission. 

Bence-Jones protein was not found in the urine. 
Blood sugar was 98 and blood urea nitrogen 16.8 
mg. per cent. Total proteins were 5.9 gms, per 
cent, VDRL was negative. Coliform organisms 
were reported grown from the urine, Staphylococ- 
cal and coliform organisms were cultured but 
the source was not given (pleural fluid ?). 

Sinus tachycardia, low voltage in limb leads 
and inverted T-waves in pre-cordial leads were 
noted on electrocardiograms taken on the ninth 
and tenth days. This’ was interpreted as sub- 
epicardial ischemia. 


X-Rays: 


Fractures were not seen on x-ray films of the 
left shoulder, elbow, forearm, wrist and pelvis. 
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A right pneumothorax with slight effusion and 
consolidation of the right mid-lung field were re- 
ported from chest films taken on the third day. 
Four days later the right pleural effusion extended 
two-thirds of the way up the right chest and ob- 
scured the previously reported consolidation, Fluid 
had also appeared at the left lung base, Following 
thoracentesis the next day the consolidation on 
the right was seen to extend down to the lower 
lobe area. 


Hospital Course: 


The patient ate very little and said she had 
trouble swallowing. Meperidine was given for pain 
in shoulders, arms, legs, chest and abdomen. She 
was unable to turn herself. The decubitus ulcers 
were treated with phisohex and furacin. 

One liter of straw colored fluid was removed 
from the right pleural space on the eighth day. 
Specific gravity was 1.009. There were 41 polys 
and 98 lymphocytes /cj, m.m. The fluid contained 
770 mg, per cent of proteins, No organisms were 
seen on smear with acid-fast stain. 

Maximum daily temperatures ranged from 100 
to 102.4 beginning on the fifth day. 

In addition to narcotics for pain and _ local 
treatment of the decubitus ulcers, the patient 
received vitamins, parenteral fluids, erythromycin 
and chloramphenicol. 

Rapid labored breathing appeared on the tenth 
day but failed to respond to oxygen, digitalis and 
cholorothiazide (Diuril). 

Death occurred on the 12th hospital day. 
Clinical Discussion:—Dr. T. Sterling Martin: 

This is the history of a 68-year-old Negro 
woman who died after a short illness this October. 
Four months had finished a three 
months hospitalization whose main features were 
a skin disease, Before that she had been healthy 
in spite of mistreating herself with alcohol for 


earlier she 


sometime. 

Undoubtedly she had some liver disease up to 
the end although not much information about her 
liver is present in the reports on those two ill- 
nesses, However, this last spring her BUN was 
five which sometimes indicates a poor liver. As 
we consider her illness of April we may think 
about a dermatitis that might be related to bad 
diet or to liver disease, especially something that 
an alcoholic might have such as pellagra or other 
nutritional difficulties. 

The few specific findings of liver disease such 
as spiders, jaundice or various forms of pigmenta- 
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tion are not mentioned at all. Another type of 
dermatitis that is rarerly seen in people with 
chronic liver disease, particularly with an alco- 
holic background, is the cutanea tarda form of 
porphyria. 


Mild Anemia 


There was a mild anemia associated with this 
longstanding dermatitis and edema. We don’t 
know how sick the patient felt, whether she had 
lost a good deal of weight by then, whether she 
was having fever all the time; we don’t even know 
what her white count was. 

The main conclusions I can draw from the 
sketch of her second hospitalization is that it 
lasted three months, that she was treated with 
antibiotics, cortical steroids and antihistamines, 
that nevertheless the dermatitis was present when 
she left the hospital. It was apparently a stub- 
born dermatitis and not the ordinary allergic one. 

I assume that she probably had vitamins every 
day like most people in the hospital, and if it 
had been a nutritional disorder it probably would 
have improved sooner. The features of edema and 
hyperemia suggest something in the realm of hives, 
urticaria, erythema nodosum or other forms of 
dermatitis that fall in the broad realm of allergy 
or toxic response. 

The fact that a skin biopsy was negative would 
tend to support one of these toxic types of rash, 
for instance erythema nodosum, I am glad there 
was a muscle biopsy because in someone with a 
longstanding persistent skin problem of this broad 
type dermatomyositis would certainly have to be 
considered, specially in view of the edema, 

However, we have little information about just 
how extensive the edema was, nor do we know 
the exact distribution of the rash in the skin. We 
can’t decide from the protocol at what time after 
the steroid therapy the biopsies were taken, nor 
do we know the quantity of the steroids, which 
would certainly influence the histological findings. 

We have one hint in the little sketch of her 
hospital admission in 1958 that her final illness 
besides being related to this rash, may have some 
pulmonary aspects. Certainly the evidence is ex- 
tremely scant. There are no symptoms described 
of pleural or cardio-pulmonary disease. 

We don’t know that she had a cough but there 
was a small roentgenological finding about which 
I will inquire from Dr, Ravel, namely, a little re- 
action in the lower lobe, first granular, later on 
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nodular, which may represent a granulomatous 
change. 

Otherwise she appeared to have a pretty 
healthy chest last April and May except for a 
slight suggestion of left ventricular thickening. We 
don’t know just what had happened to this rash 
or to her when she was re-admitted. She was 
much sicker, she had fever, she had lost a lot of 
weight. 


But having no interval history, no understand- 
ing of what her circumstances were, her ability 
to get food, etc., it is hard to know whether her 
delapidated condition was due to her final illness 
in its earlier stage or not. 


Appearance of Pneumothorax 


One of the few features that impressed me, that 
set this case aside from the last phase of a degen- 
erative illness, was the appearance of a pneumo- 
thorax, which is not a very common thing. 


One thinks of cavitating lesions, granulomas 
like tuberculosis, coccidioidomycosis or simply of 
blebs, cysts, emphysema or longstanding bronchi- 
tis. 

Something that throws a wet blanket on the 
whole value of the clue of course is that she had 
fallen down. One wonders if she got the pneu- 
mothorax from her injury, even though wwhen 
they took fluid out it wasn’t bloody. I suppose 
that usually if you have pneumothorax from an 
injury, associated with effusion, it would be a 
little bloody at least. 

I think the effusion is a very important clue 
here and the fact that it had the characteristics 
of a transudate, having a specific gravity of only 
1.009 and less than a gram percent protein, is 
very important because it tends .to rule out most 
bacterial sources of inflammation, This fluid is 
more suggestive of collagen disorders such as lupus 
or congestive heart failure or pulmonary infarction. 


She also had pain, apparently in all of her ex- 
tremities, enough pain to require meperidine. 
This occurs in very toxic states, particularly in 
very diffuse neuritidies, This harks back to our 
older wondering about pellagra, beri-beri and 
other forms of malnutrition. 


But she had taken a fall the day before which 
might be responsible for a lot of her aches and 
pains, even though she didn’t break any bones. 


Another little clue is that she now had leuko- 
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penia, although it doesn’t mean quite as much in 
an elderly woman. On both these admissions she 
had had albuminuria, at least in the last one, 
but good specific gravities. 


In regard to collagen disorders which have 
been considered in both these admissions, her pro- 
tein values would be very important but all we 
have is the total which is a low normal. A nega- 
tive serology test gives us a small argument 
against lupus, but not nearly as strong argument 
against it as all the negative LE tests of the spring 
admission. 


In the matter of hematuria one wonders 
whether the one with the blood in it is the one that 
was passed after they catheterized her, The pus 
cells appearing six days later may be due to a 
subsequent infection. 


A film which was taken very shortly after ad- 
mission, shows a fairly discrete density with sharp 
borders. It makes you think of some possibility 
besides pneumonitis. Then within four days an 
effusion which was barely evident increased to 
cover the lower half of the chest. 


She certainly had bilateral effusion on the 
fourteenth day, Then, after she was tapped and 
this straw colored fluid, with the characteristics 
of a transudate, was removed, we find that the 
pneumothorax is gone and the features of the 
middle lobe density changed a little bit. 

X-Ray Discussion—Dr. Vincent Ravel: 


We are going to run into a situation where I 
have to disagree with my colleagues; in the first 
place, I don’t see any evidence of pneumothorax 
on any of the films. That line is a plastic exudate 
that is deposited along the outer surface of the 
pleura and opaque and for that reason I think 
we can definitely say that there is no air in the 
pleural space. 

The films that were done in April do reveal a 
change in the left costo-phrenic sulcus, This dens- 
ity in the region of the right hilum I think is 
quite significant and in a patient with this sort 
of history you have to resolve it down to two 
possibilities: One, tuberculosis, and two, broncho- 
genic carcinoma, and it would be very difficult, 
just from the radiographs alone, to decide which 
lesion is the more likely. I am inclined to favor 
an inflammatory lesion, a tuberculosis. 


Question: 


Are some of these glands enlarged? 
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Dr. Ravel: 


Yes, I think so. I think there is a definite hilar 
lymphadenopathy. The fact that acid-fast stains 
were not conclusive does not exclude a tubercu- 
losis because many sterile effusions are still due to 


tuberculosis. 
Question: 


Do you see any evidence of pericarditis in the 
films? 


Dr. Ravel: 


Yes, but after all you have an effusion there 
and you might see a slight displacement of the 
mediastinum to the left and there could be an 
accompanying pericardial effusion. Another rea- 
son why you wouldn’t consider a pneumothorax 
is if you had a pneumothorax and you removed 
the fluid you shouldn’t see a fluid level. I mean 
this fluid is distributed as you would see in effusion 
without a pneumothorax. So summing up, my 
first bet would be tuberculosis, second, possible 
bronchogenic carcinoma. 


Dr. Crossett: 


Are those spring of 1958 films normal ? 


Dr. Ravel: 


I think there are some changes in the left 
costo-phrenic sulcus that could be the residual of 
a pneumonitis; however, I don’t think so, Bob, 
I don’t think there is anything in the left hilum, 
the only thing that I really see is a little change 
in the left base which looks pretty constant. 


Dr. Martin: 


To sum it up, I think this woman’s final illness 
probably began before she had her spring admis- 
sion and the main manifestation was a dermal 
manifestation due to the toxicity of the underly- 
ing problem. I think the underlying problem was 
not a deficiency disease, in spite of her history of 
cirrhosis, I don’t think it was bacterial disease, 


I wish there were more details about the type 
of dermal involvement she had. I would think 
that it is very hard to see erythema nodosum in 
it because I would think they would have said it 
was related to arms and legs and they would 
have mentioned tenderness instead of pruritus, I 
would first of all think of the possibility that this 
was a fungus disease of the lungs with skin mani- 
festations. Perhaps her first early evidence of pul- 
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monary disease would have been in the left lower 


lung field. 

Later with enlargement, there came a much 
more prominent pulmonary picture with some 
adenopathy and effusion. Finally, I think there 
was a pericarditis and pericardial effusion. The 
other thing that I would think of with this skin 
manifestation is a collagen disease. 

I would think of dermatomyositis in spite of the 
normal biopsy. I therefore leave it between the 
two: one, a granulomatous disease, probably coc- 
cidioidomycosis, the other, a collagen disease, 
probably dermatomyositis. 


Dr. Crossett: 


There are about two points I would like to 
bring up. One: We have a woman who is an 
alcoholic, who has been malnourished and who 
had a skin disease. We all know that skin dis- 
eases predispose to staph infections. After treat- 
ment with corticosteroids she develops a terminal 
disease. 

These X-rays could be quite characteristic of 
an overwhelming staph infection of the lungs. 
They cultured staph somewhere, it says “question 
mark, pleural fluid,” which also supports the diag- 
nosis of staph infection. Against a staph infection 
is the observation that she was wasted on her 
last admission. Ordinarily with an overwhelming 
infection patients don’t waste before they die, 
they die too quickly. 

There are two things important to the treat- 
ment, one is to give overwhelming doses of peni- 
cillin, the other is a tracheotomy. Thisis extremely 
important because with staph infections a very 
thick, sticky pus is formed. That in itself will 
obstruct the bronchi and kill the patients. 


Therefore, they all should be bronchoscoped 
and have tracheotomies done and every effort 
made to keep their tracheo-bronchial trees clear. 


A Physician: 


I will make this real brief, after the excellent 
discussion by Dr, Martin. The patient was hyper- 
tensive and there was an element of hypoproteine- 
mia during the course of her illness which could 
account for some of the pleural effusion seen in 
the case. 


I would like to comment on the association be- 
tween cirrhosis and alcoholism. They aren’t neces- 
sarily connected, although alcoholism, indirectly 
leading to malnutrition may lead to liver disease 
and cirrhosis. 
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Also the patient had dysphagia and wasting. 
In chronic alcoholism there is a tendency for 
chronic gastritis and esophagitis which may even- 
tually lead to malignancy of the stomach and 
malignancy of the esophagus. 


Dr. Garrett: 


I agree with Sterling that the skin manifesta- 
tions here are non-specific. In this type of indi- 
vidual with this clinical picture I can’t help but 
wonder about cryptococosis as a possibility of 
terminal illness, secondary to a poor general con- 
dition. Of course, with cryptococosis ordinarily 
you have central nervous system involvement but 
not necessarily. I believe the second most common 
visceral involvement to the central nervous sys- 
tem is lung involvement, and negro patients par- 
ticularly are subject to cryptococosis. 


Dr. Postlewaite: 


Well, a point here that hasn’t been brought up, 
is why the change in urinary findings? Why 
can’t this be perhaps bacterial endocarditis? Or 
perhaps a staph pneumonia, and now we have a 
septicemic problem which is terminal with mul- 
tiple organ involvement. 


Dr, Appel: 


There is another mechanism that might have 
expedited this patient’s demise. I haven't seen 
these electrocardiograms so we will just have to 
go by the description, but a diffuse T-wave in- 
version in the precordial leads and low voltage 
in the limb leads are very suggestive, along with 
the X-rays, of pericarditis, which would fit in 
with an effusion in the right and left chest and in 
the pericardial sac. She did not have ascites. 


One thing that perplexes me: is the blood pres- 
sure in April, 1959 of 190/110. It was only a 
single reading and one would think that if re- 
peated physical examinations were made we 
would have had several more. However, on one 
film the heart does appear enlarged in the left 
ventricular region, and there is some prominence 
of the arch of the aorta. 


This film on the right does not show any car- 
diac enlargement as compared to the one over 
here. However, in the terminal films there is no 
question that the transverse diameter of the heart 
is increased and it has a fullness that suggests 
diffuse enlargement, either due to myocarditis 
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or pericarditis as opposed to the localized con- 
centric hypertrophy on the April film. 


This patient received steroids in unknown 
quantity in April and died in October during a 
febrile illness. 


There is no mention that the patient was treat- 
ed with steroids during the terminal illness, The 
blood pressure during the terminal illness was low, 
which would fit in with a wasted condition. 


However, it is very tempting to think that the 
patient had a relative adrenal insufficiency in 
October, in fact subsequent to leaving the hospi- 
tal in July as a result of cessation of steroid ther- 
apy. So, we have a female, a negro woman, poor- 
ly ourished, who had had steroids which could 
have excited an old inactive tuberculosis process 
and given rise to miliary tuberculosis with all of 
these findings in addition to adrenal insufficiency. 
That is about all I can suggest. 


Clinical Diagnosis: 


Chronic dermatitis, pleural effusion. 


Dr. Martin’s Diagnoses: 


1. Granulomatous disease, probably coccid- 
ioidomycosis. 

2. A collagen disease, probably dermatomy- 
ositis. 


Pathological Diagnoses: 


1. Bronchogenic carcinoma. 
2. Chronic dermatitis. 
3. Extreme emaciation. 


Pathological Discussion—Dr. F. P. Bornstein: 


This was an extremely emaciated woman, There 
were 600 cc. of straw colored fluid in the peri- 
cardial cavity. Skin lesions are very hard to 
judge post-mortem, but there were numerous flat, 
confluent patches all over the skin without vesi- 
culation. It looked somewhat like a very atrophic 
and somewhat irritated skin. 

The right lobe contained a large tumor mass 
measuring about six cm, in greatest diameter, 
which also invaded the right middle lobe and some 
of the lymph nodes. On histological examination 
this was a typical oat cell carcinoma. In view of 
the finding of this oat cell carcinoma, I investi- 
gated carefully the possibility whether the sud- 
den demise was due to brain metastasis but this 
particular carcinoma was limited to the lung. In 
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addition, there was general atrophy of all internal 
organs including liver, without cirrhosis. 

The histological examination of the skin was 
characterized by tremendous proliferation of col- 
lagenous fibers in the corium and a generalized 
atrophy of the epidermis, with no evidence of in- 
flammatory changes, It is difficult to correlate 
these findings. It has been accepted that carci 
noma is associated with emaciation, The history 
of this patient shows emaciation that precedes the 
carcinoma, Sometimes in cases of carcinoma in 
will find extreme emaciation, especially in bron- 
bronchogenic ones; and the emaciation is ex- 
plained by extensive destruction of the pituitary, 
but this was not the case here. 

Therefore, I think we are dealing with a severe 
metabolic disturbance, probably on the basis of 
longstanding malnutrition, and a_ longstanding 
dermatitis. This made the patient waste away. 
There was a terminal bronchopneumonia. I con- 
sider the carcinoma of the lung more or less an 
incidental finding which made some very inter- 
esting roentgenological findings but I do not think 
that it is the main cause for the patient’s death. 
There were no metastases. On the other hand 
there was chronic alcoholism and a generalized 
metabolic disease. 
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Coming Meetings 


Cancer Seminar, Mar. 25-26, 1959, Riverside 
Hotel, Reno, Nev., sponsored by the Nevada Di- 
vision of the American Cancer Society and the 
American Academy of General Practice. Credit 
given for Category One credit, AAGP. 


Biennial Western Conference on Anesthesiology. 
Approved for 24 hours Category II Credit, 
A.A.G.P. Westward Ho Hotel, Phoenix, Apr. 1-4, 
1959. For information write to Boyden L. Crouch, 
M.D., 301 W. McDowell Road, Phoenix, Ariz. 


American Association of Physicians and Sur- 


geons, Annual Meeting, Fort Worth, Tex., Apr. 
2-4, 1959. 


Texas Orthopaedic Association, Annual Meeting, 
San Antonio, Apr. 20, 1959. 


The Arizona Medical Association, 68th Annual 
Meeting, San Marcos Hotel, Chandler, Ariz., 
April 29-May 2. Friday, May 1, has been desig- 
nated as Medical Education Day. 

New Mexico Medical Society, annual meeting, 
Las Cruces, N. Mex., May 5-7, 1959. 

Annual Assembly, Nevada Academy of Gen- 
eral Practice, Riverside Hotel, Reno, Nev., May 
21-23, 1959. Program to be presented by the facul- 
ty of the University of Southern California School 
of Medicine. 


Rocky Mountain Cancer Conference, Brown 
Palace Hotel, Denver, July 22-23, 1959. 


Nevada State Medical Association, Annual 
Meeting, Mapes Hotel, Reno, Aug. 19-22, 1959. 


Southwest Obstetrical and Gynecological So- 
ciety, Annual Meeting, El Mirador Hotel, Palm 
Springs, Calif., Nov. 2 and 3, 1959. 


Southwestern Medical Association, Annual 
Meeting, Roswell, N. M., Nov. 5-7, 1959. 
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